In the United Kingdom there is a growing conviction that CECs have an important role to play in helping health care professionals address ethical dilemmas. For example, the Royal College of Physicians, the Nuffield Trust and the unofficial Clinical Ethics Network, which has received financial support from the Department of Health, commend the use of CECs in the UK. The growth of such committees has been influenced by the legal and policy support they have received in the United States. However, there is increasing concern about both the benefits and the quality of work produced by CECs. In addition, despite the rapid increase in the number of CECs in the UK, outside of the United States they remain under-researched and no formal mechanism exists to assess their performance. As a result we know little about the structure, function, impact and effectiveness of CECs. We are currently conducting a research project funded by the Wellcome Trust that seeks to interrogate the competing claims regarding the benefits and dis benefits of CECs. This initial account of our research provides a detailed analysis of theoretical issues that surround the development and use ofCECs and points towards the questions that lie at the heart of the social science strand of our project.
Hospital Ethics Committees (HECs) intended to help health care professionals address the dilemmas that arise in clinical care have existed in the United States since the early 1970s. 2 HECs generally perform one or more of three functions: individual case consultations; education of health care professionals, committee members or the wider community; and policy formation. 3 HECs are also increasingly playing a role in conflict resolution between clinicians, patients and their relatives. 4 In the US, HECs initially arose as a result of the desire of health care professionals to find a resource to help them address dilemmas arising within clinical care. As Hoffman notes:
The motivation for establishing most of these committees was internal -nurses, social workers, and physicians searching for a better way 222 to think about and handle cases involving life-sustaining treatment, initiated the formation of the committees. The stated purpose of the committees was to protect the interests of patients, especially those patients who could not speak for themselves. 5 These grassroots initiatives soon received support from a number of legal and policy developments that encouraged the establishment of additional committees. In this respect it is widely acknowledged that HECs in the US received support from three key sources: 6 the judgement in the case of Karen Quinlan in 1976; 7 the report of the President's Commission, 'Deciding to Forego Life-sustaining Treatment' published in 1983; 8 and the 'Baby Doe' Guidelines of 1984. 9 The case of Karen Quinlan was the initial legal impetus in encouraging the development of, and the authority given to, HECs in the United States. 10 In this case a court was asked to authorise discontinuation of life-support from a young woman diagnosed as being in a persistent (now permanent) vegetative state. The court noted that:
Physicians, by virtue of their responsibility for medical judgments are, partly by choice and partly by default, charged with the responsibility of making ethical judgments which we are sometimes ill-equipped to make . . . there is little or no dialogue in this whole process.U The court suggested that the dilemmas confronting those caring for Karen were immensely difficult -as indeed they were. 12 In particular, it was said that '. . . it would be more appropriate to provide a regular forum for more input and dialogue in individual situations and to allow the responsibility of these judgments to be shared.' 13 The court noted that ethics committees already existed in a number of hospitals, 14 and commended their development and the opportunity for recognition of 'additional views and diverse knowledge' which they could offer. 15 However, the Quinlan court went further than this, straying into much more controversial territory, when it suggested that effectively their deliberations and decisions could be determinative of the lawfulness of the conclusion reached, saying:
. . . a practice of applying to a court to confirm such decisions would generally be inappropriate, not only because it would be a gratuitous encroachment upon the medical professional's field of competence, but because it would be impossibly cumbersome. 16 It was perhaps as a reaction to this judgement that an early indication of controversy that would come to surround the use of 223 hospital ethics committees emerged in a case heard one year after Quinlan, when a US court reached a diametrically opposed conclusion about the role for HECs. In the case of Superintendent of Belchertown State Hospital v Saikewicz, it was categorically stated that:
Questions of life and death seem to us to require the process of detached but passionate investigation and decision that forms the ideal on which the judicial branch of government was created. Achieving this idea is our responsibility . . . and not to be entrusted to any other group purporting to represent the 'morality and conscience of our society', no matter how highly motivated or impressively constituted. 17 Nonetheless, in cases subsequent to Quinlan and Saikewicz, and in the face of sometimes agonising and life-threatening situations, some courts have continued to advocate decision-making by ethics committees. For example, in the poignant case of Re AC, 18 which involved the decision whether or not to perform a non-consensual caesarean section on a terminally ill young woman in a desperate attempt to save her foetus, the court said:
We observe . . . that it would be far better if judges were not called to patients' bedsides and required to make quick decisions on issues of life and death. Because judgment in such a case involves complex medical and ethical issues as well as the application of legal principles, we would urge the establishment -through legislation or otherwise of another tribunal to make these decisions, with limited opportunity for judicial review. 19 In 1991 the Joint Commission on Accreditation of Healthcare Organisations (JCAHO) issued a policy statement that required healthcare organisations in the US to 'have a defined mechanism for addressing ethical issues in patient care' in order for them to receive accreditation. 20 This requirement gave further impetus to efforts to develop hospital ethics committees and similar services (e.g. individual ethics consultants) in the US. 21 As Fletcher and Hoffman stress JCAHO's recommendations were very general and provided no guidance on the form or role of such ethics services. Furthermore, they express concern that efforts to evaluate and standardise the work of ethics services was not undertaken prior to recommending their establishment. Hence they argue:
... before granting ethics committees additional authority, there is a need for more research on their performance and a period of experimentation with quality standards governing membership and operations. 22 
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Similarly, Povar -writing in the year that JCAHO's recommendations were issued -noted that around fifteen years after the emergence of hospital ethics committees in the US there was still no agreement on how to evaluate their success. 23 Hoffmann also expresses concern that methods of evaluating ethics services have not developed alongside the growth of the services themselves. As she says:
The fact that some legislatures and courts, and a powerful body like JCAHO, appear to have wholeheartedly embraced these committees is truly surprising, given the paucity of data on their impact or effectiveness. These efforts to mandate or encourage the widespread establishment and use of ethics committees seem to ignore some of their risks. 24
More recently, arguably the most substantial work conducted to improve the quality of clinical ethics resources in the US was published by the American Society for Bioethics and Humanities: Core Competencies for Health Ethics Consultation. 25 Despite its importance, this report is purely advisory. The document outlined the minimum training requirements and skills for those providing clinical ethics advice, but considered the evaluation of ethics services to be beyond its scope. 26 However, the report does acknowledge that it 'attaches great importance to evaluation' and goes on to explain that the evaluation of ' ... ethics consultation is needed in three areas: the competencies of those who do ethics consultation, the process of consultation itself, and the outcomes of consultation' . 27
THE MOVE TO EVALUATION IN THE UNITED STATES
Despite the judicial and policy support that is afforded to ethics committees in hospitals in the US it has been argued that such bodies 'can pose a danger ... ' . 28 In fact, a number of studies of HECs in the US have questioned the need for their existence, as well as challenging their effectiveness, quality and impact. 29 In this respect, commentators have sought to calculate the benefits and disbenefits of clinical ethics committees (or consultation) by means of empirically based outcome and process studies. These studies include projects to determine whether: service users are happy with the outcomes or procedures they experienced (satisfaction); 30 the service has had a positive impact on appropriate treatment withdrawal; 31 the service performs a sufficient number of ethical tasks to be deemed successful; 32 the structure and procedures followed by the committee are sound; 33 and whether clinical ethics resources are able to resolve 225 conflicts and promote consensus. 34 Some of these studies can provide useful information and advice for committees and those interested in their performance. However, for a number of reasons the value of their findings is moot.
It is, of course, important that service users approve any resources that are employed to address ethical conflicts in health care institutions. This is an important element in increasing public and institutional confidence in clinical decisions. It is, therefore, sometimes assumed that the provision of ethics advice can be measured for its success (or failure) solely on the basis of consumer (or provider) satisfaction. However, utilising satisfaction primarily to determine the value of ethics services can be problematic. This is because, as studies that report different levels of satisfaction between patients and medical staff show, 35 satisfaction is a subjective measure that need not be related to service quality. Also inadequate is research that equates the quantity of interventions performed by a committee with service quality; 36 or which endeavours to ascertain the value of ethics services by abstractly recording their possible impact on the withdrawal of 'non-beneficial' treatment. 37 These approaches tend to overlook the case details that give rise to ethical conflicts. Only by attending to such details is it possible to assess the workings and quality of an ethics service.
UK ETHICAL PROVISION: GROWTH OF CLINICAL ETHICS COMMITTEES IN THE UK
As in the US, many of the early CECs in the UK began as grassroots initiatives. It is possible, however, that these committees will, in time, also be spurred by national regulation of some kind and perhaps by the type of judicial support witnessed in the US. 38 Indeed, those who support the use of CECs in the UK have already begun to suggest how they may have benefited particular cases. For example, in her commentary on the Ms B case, 39 Slowther suggested that:
Had the NHS trust caring for Ms B had a clinical ethics committee, it could have provided a neutral forum for clarification and discussion of the issues which may have led to a resolution without the need to apply to the High Court for a decision. 40 This case involved the decision whether or not to remove -at the patient's request -life-sustaining ventilation. This suggestion that CECs in the United Kingdom could potentially act as a way of avoiding -even usurping -the role of the law in reaching decisions which bring about the death of an individual echoes the 226 views of some commentators, and even some courts, in the United States. Clinical ethics committees in the UK may, in time, come to be afforded a role within clinical decision-making that makes them increasingly powerful. Thus, as critics in the US have suggested, there is an urgent need to assess their value before (and not after) they are given more power via institutionalisation and possibly regulation. Importantly, such evaluation needs to be performed in a manner that genuinely seeks to assess the benefits and disbenefits of clinical ethics committees and does not merely seek to rubber stamp their existence.
There has been increasing debate in the UK in the area of clinical ethics. Technological advances such as the mapping of the human genome and developments in the area of assisted reproduction and prolongation of life are exemplary of medical interventions that raise a number of ethical issues and concerns. Recent well documented and publicised inquiries into the practices in hospitals throughout the UK in respect of removal and retention of children's organs, such as those at Alder Hey Children's Hospital in Liverpool 41 and the paediatric cardiac surgery enquiry at Bristol Royal Infirmary, 42 as well as the report of the review of the way in which clinical research was conducted in the 1990s at North Staffordshire Hospital NHS Trust, 43 highlight the importance of legal and ethical scrutiny of decision making in clinical care at all levels.
Additionally decisions about the provision of health care have been subject to increasing scrutiny following the passing of the Human Rights Act 1998. The impact of this Act on health care delivery seems likely to be most acute in respect of the process which informs and shapes delivery of health care. Although it is anticipated that patients and others will increasingly seek to use human rights as a platform for challenging individual health care decisions, the major impact on health care is likely to be an intense scrutiny of the principles which underpin the decisions of those delivering the care, the process by which decisions are reached and the quality of these decisions. It is therefore arguable that the quality and structure of ethico-legal governance is, or will become, as significant as clinical and financial audit.
Despite a rapid increase in their numbers, however, UK CECs remain unregulated and under-researched. In the absence of any nationally recognised standards for clinical ethics support, increasing activity in the area of ethical guidance within the NHS has seen the development of an unofficial network of clinical ethics committees, known as the UK Clinical Ethics Network. The Network currently comprises more than 80 committees across the UK.
The UK Clinical Ethics Network was established under the auspices of the Oxford Centre for Ethics and Communication in Health 227 Care Practice (Ethox) in 2001. 44 The expressed aim of the Clinical Ethics Network is to 'promote the development of clinical ethics support in the United Kingdom, to encourage a high level of ethical debate in clinical practice, and to facilitate sharing of best practice between clinical ethics committees. ' 45 It is surely unobjectionable that we encourage proper ethical debate, but whether this will emerge from ethics committees themselves is less than clear. Indeed, perhaps the most significant aspect of this self-imposed remit is its apparently uncritical assumption that such committees should be promoted. This is despite the fact that key architects of the network have also concluded that:
Several of the CECs in the UK are not yet clear about their exact role in the institution and there are concerns about how effective the committees are . . . It is therefore important that any services have clearly stated objectives, and that there is a rigorous evaluation of both process and outcome during their development. 46 The soundness of promoting such committees when such fundamental gaps in knowledge about their role and their effectiveness exist is questionable, yet the UK Clinical Ethics Network received public monies from the Department of Health to allow its formation and achieve its aims. Slowther and Hope accept that 'evaluation is needed to determine whether these committees are influencing clinical practice ... '. 47 We would add that, whether or not they actually do influence practice, a root and branch analysis of their constitution, function and performance is also required that is open to the possibility that CECs could create more problems than they solve within clinical environments.
As in North America, a number of publications debating the need for and format of CECs in the UK have begun to emerge. 48 Research conducted into CECs in the UK has, however, generally been limited to small-scale studies that describe the background, role and functions of individual committees. 49 Although research conducted by Szeremeta et al. provides an insight into the development, membership, aims and ethical issues arising in five UK CECs, 50 to date only one large scale study has begun the task of examining the position of clinical ethics committees throughout the UK. 51 The most significant effort to determine the nature and provision of clinical ethics support in the UK is that conducted by the Ethox team, yet the study did not seek to evaluate the value or performance of such committees. 52 Rather it aimed to identify the provision of ethics services in the UK, to determine whether clinicians and health managers thought there was a need for such resources and to make recommendations regarding the future development of ethics services. 53 More recently, the use of clinical ethics committees in the United Kingdom has received support from the Royal College of Physicians (RCP) and the Nuffield Trust. In Ethics in Practice the working party of the RCP cautiously accept the use of CECs and make recommendations for their assessment and use. However, they also point to concerns over the manner in which such committees are assessed:
The problem with all such studies is the assumption that the outcome, measured as mortality or length of stay or therapeutic interventions, is important. The goals of ethics consultation are surely broader even than conflict resolution, valuable as this may be. 54 The recent report from the Nuffield Council on Bioethics -Report on Critical Care Decisions in Fetal and Neonatal Medicine: Ethical Issues, published in November 2006 55 -recommends that the most difficult decisions in neonatal medicine, which could easily mean life or death for a given child, should be reviewed by clincial ethics committees. The report says:
There is a perception that the courts are being asked to resolve a growing (though still small) number of disputes. In most (but not all cases) the courts are asked to decide where a dispute arises between those responsible for a baby. We consider that there is a role for a forum to assist parents and professionals making these difficult decisions even when there is no dispute. We therefore recommend that NHS trusts should explore ways to ensure that all neonatal intensive care units have rapid access to a clinical ethics committee, available to families and staff. Such committees can play a crucial role in resolving the different views held by parties in dispute, and in developing local guidelines appropriate for the community served by the neonatal intensive care unit. 56 58 Given the growing body of literature from the United States that questions the quality of clinical ethics committee and their value, the development of CECs in the UK without preparatory assessment is arguably unwise. 59 Yet for one commentator at least, their value is not in doubt. Indeed he goes further, claiming that:
Resistance to the creation of CECs risks . . . the appearance of self serving. Such resistance is particularly ironic in a country where the professional reputation of doctors has recently come under attack for poor ethicolegal practice. There is no reason any longer to tolerate a double standard where rigorous regulation of clinical activity is confined only to research. A high standard of clinical care is essential, whatever the context of its delivery. Properly organised and functioning CECs can help to ensure such a standard through the active involvement of clinicians themselves. 60 It may well be that Doyal is correct to recognise a need for systematic review of the clinical as well as the research domain, but he does not explain why it is that ethics committees are the appropriate vehicle for this. It is also important to consider the implications for the quality of ethical work in clinical care of encouraging the 'active involvement' of clinicians in the way Doyal suggests. 61 Moreover, it is unclear whether such committees would exist for doctors, for patients or for both. Currently in the UK insufficient attention has been focussed on considering the extent to which patients and/or their families use, or might want access to, clinical ethics services. Slowther et a/, however, have noted that their study found that 'few committees include patients or their families directly in committee discussions. ' 62 The absence of information about the impact on patients and their families in the UK mimics the initial failure in the US to consider the impact of HECs on patients. In the US, however, this deficit was later redressed in a number of studies. 63 However, moves to consider the interests of patients and ensure that these were considered by committees raised concerns about the ethical standing of committees given their apparent 'double identity' . 64 In other words, there remains a possible problem whichever way these committees develop; they may exist to serve the healthcare team and the hospital, which may be inimical to paying serious attention to the views of patients, or they may prioritise patients' expectations at the expense of healthcare professionals. Resolution of this potential tension is surely important before the existence and role of these committees is set in stone.
As CECs spread and develop in the UK it is also important to determine the extent to which they are actually engaging in ethics per se. As Fleetwood et al. have noted in the Quinlan case ethics committees were used to 'confirm the prognosis' rather than to ethically appraise the case. 65 Further, Craig and May have recently suggested that many of the empirical studies that have assessed clinical ethics committees and consultation in the US often failed to engage with the apparent ethical remit of such services. 66 It is important, therefore, that ethics committees, and efforts to determine their value and quality, engage with ethical language. Ethical work and its evaluation cannot be undertaken without examining ethical tools and methods. Yet reference to ethical terms is often scarce in social science based assessments of ethics committees. It is, of course, true that efforts to identify and monitor the characteristics of a 'good' ethical decision are highly problematic. Hence, there is a trend to give emphasis to a procedural approach to evaluating the performance of clinical ethics committees. 67 Such studies variously interrogate the procedures, structure and functions (education, consultation and policy advice) of committees. While these are important issues if such committees are not to be vulnerable to the charge that they are 'a due process wasteland' 68 - given that attention to fundamental rights (even procedural ones) is an inherent aspect of ethical behaviour -if they are truly to be described as 'ethics' committees, they must be able to 'do ethics' . 69 Unlike many other commentaries on CECs, our research supplements consideration of these indicators by contextualising the work of committees within an ethical (and legal) analysis.
Users (medical staff and presumably the public) must have faith in these new organisations. Yet it remains unclear how clinical ethics services will win -and justify -this trust. Without clarity on this issue there is a risk that clinical ethics committees will be viewed as bureaucratic white elephants that foster derision rather than confidence. Alternatively, they may simply become an untested, poorly evaluated but grudgingly tolerated part of the delivery of healthcare. For example, a survey of doctors in Tampa, Florida suggested that some doctors simply do not use the ethical services available. 70 Those who do, 'do so because they believe in shared decision making' . 71 Those who do not 'tend to believe that it is their responsibility to resolve issues with patients and their families. m Whether widely used or not, it is important that ethics committees are seen to provide 'ethically defensible results'. 73 As Campbell has said: ... ethics committees themselves should not be exempt from the sustained and planned scrutiny of clinical governance. Do they provide a service that meets national standards of professional ethical consultancy? How do they audit their own performance? And what measures are they taking to remedy deficiencies in their own procedures? If-to return one 231 last time to the maritime image of governance -they see themselves as part of the good ship NHS as it tries to chart its somewhat perilous voyage, we need to know that they are professional and trustworthy members of the crew. 74 Finally it is important to identify and understand the extent to which CECs are aware of, and able appropriately to utilise, legal rules, as well as being clear about the extent to which legal questions influence, or are reflected in, the CEC's decisions. This is of particular significance given the incorporation of the European Convention on Human Rights into UK law following the enactment of the Human Rights Act 1998. Amongst other things, this legislation requires that individuals (or practices) are 'judged' by an impartial and appropriately constituted tribunal. 75 Whether or not -as currently constituted -CECs can meet this requirement is one additional and important issue being explored in this research.
CONCLUSION: QUESTIONS FOR FUTURE RESEARCH
Ethical (and legal) dilemmas will continue to arise in healthcare practice and delivery and it is important that their resolution is informed, appropriate, principled and accountable. At present, there seems to be considerable enthusiasm (in some quarters at least) for addressing such questions by relying on CECs. However, no solid empirical or theoretical basis exists to support this approach. As Van der Kloot Meijburg and ter Meulen presciently said, before embarking on a particular path:
... . a strategic plan is needed ..... Ethics committees should not come into being simply because someone, one day, decided that it was a "good thing" to have one, or because there happened to be some ethical emergency that needed acute attention. This approach is analogous to running before one has learned to walk. 76 
(original emphasis)
To help elucidate whether clinical ethics committees actually offer a suitable vehicle with which to address the ethical issues within clinical care a range of fundamental questions must be addressed. Our study aims to help advance knowledge in this area. The approach we are employing juxtaposes stakeholder engagement (through a multistranded social science study) and detailed ethico-legal analysis. In this way we aim to ensure that ethics and law remain at the heart of both our theoretical examinations and the questions within our social science study.
Amongst the issues that it remains crucial to investigate from both a theoretical and empirical perspective are: the rationale for establishing CECs; whether committees are the most satisfactory way to address ethical issues; who should be able to seek advice from CECs; how the committees should be constituted in terms of members; whether qualifications or training in ethics and/or law are necessary, and if so what type of training in terms of content and length would be optimal and/or viable; whether national regulation and guidelines for CECs are desirable and, if so, the form these might take; how the legal liability of committees should be determined; and whether service users and providers are satisfied with the service they provide and receive.
It is also vital to determine whether members can: identify an ethical issue, distinguish such issues from any legal or professionaV personal conflicts that may exist in a particular case; the extent to which ethical principles actually inform the decision-making of CECs; what ethical principles or frameworks are used; the issues committees consider; and how the committee goes about resolving conflicts. Similar questions need to be asked regarding the legal knowledge of committees and their use of case law and legislation.
Currently, in the UK questions such as these are theoretically and empirically under-researched. Thus we concur with Godkin et a/ that, '[a]s the field of clinical ethics continues to grow and gain prominence, the need to attain knowledge about benchmarks, best practices, and measures of effectiveness becomes increasingly significant. m Our research aims to add to that knowledge. It would be unfortunate if any move towards institutionalisation of CECs were to occur without any real sense of their value. Indeed, this would mimic the situation that developed in the United States, where committees began small and increasingly expanded in authority -receiving legislative backing in some states -without proper evaluation. In the United Kingdom we still have the opportunity to give attention to questions concerning the value and functioning of ethics committees before they are institutionalised. Modem healthcare delivery is highly complex and it is plausible that in some areas at least there are serious ethical (and legal) issues raised by the offer of treatment. While legal questions often have relatively straightforward answers, ethical dilemmas are generally more complex. However, their impact on the provision of services, on those delivering and receiving them, is of great importance. This mandates serious consideration of whether or not the provision of formalised advice by a clinical ethics committee is able to enhance decision-making and to foster the principled approach to patient care that everyone surely desires.
